INTRODUCTION
While there is an opportunity to learn and build on experiences in other Canadian jurisdictions, Local Health Integration Networks in Ontario (LHINs) differ in a fundamental and important way from Regional Health Boards (RHBs) in other jurisdictions. Whereas other jurisdictions dissolved most provider boards and "integrated" them directly into the regional structure, LHINs have been established without dismantling the traditional power or governance structures (within or outside the Ministry of Health and Long-Term Care). Furthermore, a clear decision was made in Ontario to maintain voluntary, independent governance for all provider organizations, including hospitals, longterm care facilities, community health and support services, and mental health service providers.
The 14 LHINs are completing their first year of operation, in which they have been actively engaged in getting to know their communities and developing their first Integrated Health Services Plan (IHSP) for their catchment area. The Local Health System Integration Act, 2006 (Section 16) states that "a local health integration network shall engage the community of diverse persons and entities involved with the local health system about that system on an ongoing basis, including about the integrated health services plan and while setting priorities." 1 This legislated requirement has created a new dynamic in Ontario' s healthcare landscape. The challenge currently being faced by all LHIN Boards is how to ensure appropriate and effective involvement of healthcare providers and the public in their work. In fact, finding the "right" mechanisms to engage with stakeholders -both individually and at an intersectoral level -and to obtain meaningful input as a result of this engagement is essential to ensuring not only effective decisionmaking of these Boards, but also, their very legitimacy. As they embark on their journey to integrate health services at the local level, there are some important questions to be asked by LHIN Boards: • Have Regional Health Boards (RHBs) in 
THE NEED FOR ENGAGEMENT
A key goal underpinning the establishment of LHINs is to improve the coordination and integration of the system of health service delivery at the local level. Successful community engagement (i.e., provider and public participation) is seen by the government and the LHINs as essential for realizing this goal. Initially, engagement strategies have been implemented to support LHINs in the development of their Integrated Health Services Plan (IHSP) that will identify priorities for health services integration within each LHIN. Subsequently, in the implementation phase of the IHSP, engagement will be critical to build support for the steps required to close the gap between the LHINs' defined priorities and the current organization of services. "Workable" strategies and tools are needed to initiate and sustain dialogue between Boards and providers and the public. Mechanisms developed will need to be open to those who have immediate interests in healthcare reform (e.g., healthcare providers, healthcare managers, patients) and those who have more diffuse interests and are distant from the day-to-day activities (e.g., citizens, taxpayers) (see Dubois 2004) .
WHAT CAN ONTARIO LEARN FROM OTHERS?
While many jurisdictions across the country have devised a variety of structures and processes to "engage" providers (and the public) in their work, doing so effectively remains an ongoing challenge. (Table 1 provides a summary of some of the strategies and tools that have been used by RHBs in some provinces to build relationships with intersectoral provider groups.)
Based on a cursory review of the literature and feedback received from individuals involved in the work of RHBs in other jurisdictions, some important themes can be identified regarding strategies and tools for building relationships between RHBs (i.e., at the governance level, as opposed to management level) and intersectoral groups of providers.
RATIONALE/OBJECTIVES FOR ENGAGEMENT OF STAKEHOLDERS
1. The strategies and tools (i.e., structures and processes) used by RHBs to engage stakeholders in their work have been dependent on their objectives for consultation/input. The most common objectives for soliciting involvement arise from the need for RHBs to • strengthen involvement of key "system" leaders in the work of their Board (sometimes in response to expectations included in Legislation/ Regulations) • provide forums for broader consultation and an expanded level of input into the work of the regional "entity" • involve the broader community in identifying needs and setting priorities to make healthcare planning and decision-making more responsive to population needs • solicit advice on specific issues/ proposed changes • improve coordination and integration of services (particularly primary health services with other parts of the health system)
• build an understanding of service changes that could impact a community • demonstrate the organization's accountability to the public • manage public expectations • promote shared ownership of the work of the RHBs in their role as a successful "manager, coordinator and/or integrator" of health services. Participants may include the general public, care providers and community leaders.
STRATEGIES AND TOOLS USED BY RHBS TO ENGAGE STAKEHOLDERS
5. During their early days of regionalization, some provinces did not feel the urgency to achieve stakeholder involvement (or secure intersectoral collaboration across providers groups) because of the "exclusion" of many specialized services (i.e., cancer and mental health 3 ) from the responsibility and control of RHBs.
6. In some provinces, regions have developed formal frameworks outlining processes for involving stakeholders in RHB activities. For example, the Calgary Health Region developed a Public Participation Framework. The Vancouver Island Health Authority published the VIHA Public Participation Framework. These frameworks help determine the level of participation being sought and are dependent on a variety of factors such as the degree of public interest, the complexity of the issue, the risks to the organization, the budget and timing. The various levels of public participation are shown in Figure 1 .
BEST PRACTICES IN ENGAGEMENT
7. Experiences in other jurisdictions confirm that finding the "right" structure(s) to engage communities in the work of RHBs has been "helpful" but in and of itself is not sufficient to ensure horizontal integration. Two key challenges that have arisen in engaging communities in promoting stronger integration across sectors have included
• ensuring that health services communities don't "wander" from health authority priorities and strategic directions • developing expertise and resources in community development and relationship building as a primary role for RHB administrators (see Light). 
Governance Liaison Committees (also known as Community Leaders Forums)
• These committees provide a vehicle for liaising with local governance (board of education, the Mayor/municipal politicians, police, parks and recreation, local MLAs and other community leaders) and are a way for Boards to make local governance aware of their work/priorities, encourage dialogue on local and regional health issues and programs, provide a forum to listen to concerns and plan mutual initiatives.
Community Health Advisory Committees (CHACs)
• These committees have been established in the Vancouver Coastal Health Authority (as part of its community engagement process). These committees are advisory to the Executive team; however, activities are reported on through the Board Governance Committee. The purposes of the CHACs are to assist in establishing mechanisms for ensuring public input throughout the region as mandated by the Ministry of Health, and to achieve the goal of community engagement. These committees can meet anywhere from 4 to 10 times per year.
• CHACs provide a basis for developing strategies to address the health needs for specific populations. The first Health Advisory Committees focused upon Aboriginal health, seniors and adults with serious mental illness, and addictions populations.
Alberta

Engagement of Providers in work of RHBs
• In the early years of regionalization there was not a major focus at the RHA governance level on engaging providers/ public in their work. In these years of intersectoral initiatives took place through the Provincial Health Authorities of Alberta* (the body that replaced the Alberta Hospital Association in 1994-95). Or, they took place at the individual program or service levels (i.e., the public health divisions of the RHAs did a lot of good work on injury prevention).
• With respect to other service sectors, the Calgary Health Region employs a number of vehicles. For example:
-Issue-specific coalitions (e.g., injury prevention, tobacco reduction (municipal by-law action), community mobilization for physical activity. The health region often provides seed funding for joint projects, which usually successfully leverages both in-kind and financial investments by other coalition members). -Standing advisory committees which influence service design and policies in the member agencies' programs (e.g., School Health with three school boards). -Ad hoc working committees that review and rank applications in specific regional funding competitions (e.g., 3
Cheers for the Early Years, a provincially funded, regionally managed initiative to support healthy early child development).
Public Participation in Decision-Making
• Public Participation Framework developed by the Calgary Health Region and although considered a "best practice" has been used inconsistently (see Calgary Regional Health Authority 2000).
• The Alberta Health Authorities Act requires each authority to have at least one Health Council to assist with public interaction. At the time of regionalization, the Calgary Health Region satisfied this requirement with the Aboriginal Health Council, and achieved broader input on selected items through a variety of vehicles, including townhouse meetings, task-limited specific working groups (for example, access to urgent care services in the inner city after closure of the two downtown hospitals) and surveys.
• The Child and Women's Health Portfolio continues to have a long-standing Parent's Advisory Council, which provides input on matters related to the quality of care.
Manitoba
District Health Advisory Councils
• Each RHA board may have up to four DHACs. The Councils are representative of a smaller geographic area within each of the RHAs and allow for grassroots input to the RHA board.
• RHA Boards determine the number of DHAC members and requirements for council membership.
Advisory Committees
• The DHACs recommended that healthcare providers, due to a potential for conflict of interest, should not qualify for RHA board membership. Therefore, each RHA Board must put in place at least one Multidisciplinary Provider Advisory Committee. Other Advisory Committees may also be established to provide the board with expert input.
Quebec
Establishment of Agencies for the Development of Health and Social Services
• RHBs were replaced with health authorities [referred to as Agencies** for the development of Health and Social Services].
• Planning is done at a regional system, with the system being actively managed.
• Agency Board members are appointed by the government with input from CEO.
• Role of the Board is to act in an oversight capacity ("check and balance") with CEO holding a significant level of authority. Committees of the Board include the Planning, Finance, Human Resources. 
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Quebec
Establishment of Agencies for the Development of Health and Social Services (cont'd)
• Role of the Board is to act in an oversight capacity ("check and balance") with CEO holding a significant level of authority. Committees of the Board include the Planning, Finance, Human Resources. • Board meetings are public.
Authority of Agency CEO
• The CEO is not hired by the Board but appointed by government through Order In Council (Deputy Minister status; performance review undertaken directly with Minister).
• CEO has significant decision-making authority and is held responsible for the budget and distribution of funds in a "managed way." • Agency signs a contractual agreement with government based on set targets negotiated between Government and the Agency (agreements articulate what can and cannot be delivered).
Interactions with Other Boards (i.e., Meetings Between Agency CEO and Provider CEOs)
• Montreal had 144 separate provider boards, 120 of which were merged into 12 Health & Social Service Centres (HSSCs). The CEO of the Agency has no legal authority over HSSCs but works closely with them.
• CEO of Agency deals with these Centres at a management level.
Forum of the Population
• Under legislation, the Agency Board has the responsibility to maintain a "Forum of the Population," which serves as a consultative body to the Agency CEO and forwards recommendations to the Board. Members of this group are named by the Board but used at the discretion of the CEO.
Institutional and Regional Councils
• Representation and consultation in Quebec is greatly aided by Councils (both institutional and regional).
Best Practices/Lessons Learned
• The Agency structure seems to be working (e.g., Montreal Agency presented a balanced budget two years in a row; ER volumes monitored daily by teams; volumes predictable and managed; integrated planning being undertaken at a regional level).
Nova Scotia
Consultation Mechanisms
• Public meetings and use of surveys and focus groups to solicit opinion from healthcare providers, healthcare administrators and managers, healthcare consumers and the general public.
• Request and analyze written submissions from advocacy and other groups, health professional organizations, health boards and the general public.
* The PHAA consisted of RHA Board Chairs and CEOs. ** Quebec now has 17 Agencies (however, three Agencies are responsible for 80% of healthcare budget). 11. "Restoring" the morale, involvement and support of the physician community has been a significant challenge confronting many RHBs. In B.C., for example, physicians reported that they were frustrated with the current regional funding system and were consistent in their lack of support for increased RHB influence over healthcare fund allocations and/ or physician payments (see British Columbia Medical Association 2003).
EFFECTIVENESS OF STAKEHOLDER INVOLVEMENT
12. Finding ways to engage providers and the public in the work of RHBs has been only part of the challenge. A bigger challenge has been to engage them in a decision-making process in a meaningful manner and in a way that is "comfortable" for them. Experience in other jurisdictions has found that citizens are willing to make decisions about principles, values, client satisfaction and to provide input related to service delivery, but are less willing to make decisions about planning and setting priorities, distributing funds and managing services (see Zena Simces 2003). In fact, as the complexity of devolved decision-making becomes clear, "the community" tends to favour assigning authority to traditional decision-makers (i.e., elected officials, experts and the provincial government) (see Abelson et al. 1995) .
13. In local, national and international settings, the public (patient/patient groups) has contributed to the planning and development of healthcare services across a range of service areas and levels, but the impact of this involvement on the quality and effectiveness of health services is undetermined (see Abelson et al. 1995) . Past experience, as reflected in the literature, suggests that there is no empirical evidence that the current mechanisms -boards of governance and advisory councils -adopted by governments to enhance citizen participation, accountability and responsiveness in healthcare decision-making are likely to be effective.
CONCLUSION
Given Ontario' s unique approach to regionalization, it is difficult to find models from other jurisdictions that can provide guidance in achieving a collaborative governance relationship between LHINs and provider organizations. However, the variety of strategies and tools for community engagement used by RHBs in other Canadian jurisdictions, albeit executed largely at the operational levels, can assist LHIN Boards in determining approaches for engaging the community in their work and differentiating the respective roles of the LHIN Board, LHIN management and Provider Boards and management as part of the overall engagement process. Based on the findings from other jurisdictions, the most significant challenges for LHINs in Ontario will be to undertake a process of community engagement which enables those who have input to be comfortable in their role within the decision-making process and to actually achieve value-added input to the LHIN in establishing and implementing the Integrated Health Services Plan.
During this first round of community engagement, LHINs have focused on soliciting general perspectives from the broad public and health service providers on what is important in terms of regional health service priorities. However, as the LHIN mandate evolves to actually setting priorities and allocating resources-based on these priorities, community engagement will need to take on a different focus in which LHINs shift their attention to "selling" (as opposed to soliciting) ideas for change and building support for their IHSPs both with provider organizations and the broader communities within their catchment areas.
Following the submission of their IHSPs to the Minister, it will be important for LHIN Boards to step back and assess the extent to which the processes used to engage the broader public and health service providers and the actual advice received have added value in their decisions on priorities for health services integration. Furthermore, as the approach to community engagement has varied across LHINs, it will also be important to share the learnings across LHINs to help refine subsequent processes for community engagement and to identify future target audiences.
The creation of LHINs, a made-inOntario approach, is, in part, a response to the challenges and limitations faced by Regional Health Authorities (RHAs) across Canada in engaging the broader community. Simply stated, the LHIN model is unique in Canada insofar as it attempts to capitalize on the strengths of voluntary local governance. Unlike RHAs, LHINs were designed to work alongside, rather than replace, health services providers, thereby creating a dynamic that is daunting on the one hand, yet rife with potential on the other hand.
Why this is so fundamentally different is that LHINs, in endeavouring to engage their communities, have the distinct advantage of drawing on, and enlisting the help of, the health service providers, including hospitals, long-term care homes, mental health and addictions agencies, and community support service organizations. In contrast, RHAs have undertaken community engagement on their own, and in the absence of the support and involvement of health services providers. For LHINs, working alongside providers could be a huge asset in that each of these providers has a governance structure, leadership team and frontpline staff that are potentially invested and grounded in their communities and the constituents they serve. This is particularly true of the boards of many providers, in which voluntary local governance is characterized by a combination of individuals who bring both professional credentials and personal commitments to their responsibilities as governors. If "co-opted" to facilitate the engagement of their communities in the mission and activities of the LHIN, these providers could be a differentiating factor in successful engagement of the broader community/public.
Conversely, LHINs have a major challenge in first engaging the health service providers before successfully and effectively enlisting them in engaging the broader community. Convincing these providers that the LHIN is enabling rather than limiting could be a key "tipping point" in earning their support, and to help LHINs in engaging their collective communities.
THE CENTRAL LHIN -STAKEHOLDER ENGAGEMENT STRATEGY
The Central LHIN, along with other LHINs has recognized that engagement extends to all providers and communities. Our Stakeholder Engagement Strategy, validated and subsequently released in Winter 2006, identifies several principles of engagement, including transparent, timely, inclusive, appropriate, accessible, balanced and accountable.
The goals of the Central LHIN stakeholder engagement strategy are to
• focus on the people who use health services -by placing the user at the centre and engaging directly with those who are most knowledgeable about their experience and degree of satisfaction with healthcare services -the users themselves; • enhance local accountability -by vesting accountability at the local level through providing direct opportunities for input into decision-making; • balance priorities -by informing and engaging the public and fostering a shared sense of responsibility for achieving balance among competing priorities; • develop system capacity and sustainability -with a belief that communities are the best source of knowledge about their own needs and their own solutions, and by drawing on this knowledge and capacity, to identify needs and gaps and help build sustainable, long-term solutions.
Our Stakeholder Engagement Strategy identifies and defines the spectrum of stakeholders, sets out the continuum of engagement methods and identifies multiple options for various approaches to engaging the spectrum of stakeholders. Our strategy can be best characterized as multifaceted; it based on the philosophy that many different methods and means are needed to meet and respond to the many different needs and abilities of our communities. As such, each of the five phases of our strategy employs specific approaches and techniques to engage different constituents.
Foundational to our Stakeholder Engagement Strategy are six key elements:
1. a geographical approach intended to make engagement as geographically accessible as possible for all residents and communities within the Central LHIN, built on existing population distribution and geographical realities of the LHIN; 2. the establishment of Regional Stakeholder Groups in each of the five geographical areas was instrumental in helping to identify and connect with the hundreds of community-based groups, organizations, affiliations and leaders; 3. the recognition of the need to engage Health Interest Groups, who typically have a particular or welldefined interest or focus; 4. the establishment of Governance Councils comprising Board Chairs of all the health service providers, meeting with the Central LHIN Board Chair and board members to discuss issues from a governance perspective; 5. multiple levels of engagement that accommodate varying degrees of interest and ability to participate, and provide flexibility for engaging stakeholders relative to the complexity of the issue; and 6. an evaluative component to measure the extent to which the engagement strategy is achieving its intended goals and outcomes.
WHERE ARE WE (GOING)?
The and unique is the situational context within which the various components of the strategy are being employed. The end result is a unique blend of strategies that emphasize two key differences between RHAs and LHINs, these being in the legislated LHIN mandate to engage the public and the need to both enlist and engage the many health providers who continue to operate as independent organizational entities. The ultimate success of the madein-Ontario LHIN model will likely be determined by the ability of LHINs to leverage providers and enlist their cooperation, support and influence in engaging the broader community of stakeholders in general and the public in particular. The Governance Councils could play a key role because they reflect and enable the board-toboard agreements and relationships required under the legislation. These relationships are expected to yield both enhanced accountability and collaboration -concepts that usually compete, rather than align.
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